Background: Proven benefits of Shared Decision Making (SDM) include improved
| BACKG ROU N D
A key element of person-centred care is shared decision making (SDM), in which patients and clinicians work together to make informed treatment decisions by integrating evidence and patient preferences. 1, 2 There is evidence that SDM improves patient knowledge, involvement and confidence in making decisions, 3 as well as adherence to recommended care. 4 Although SDM is now widely advocated in policy, 5, 6 it is still not routinely implemented in practice. Studies have highlighted many system, clinician and patient barriers to its routine use. [7] [8] [9] [10] [11] System barriers include time pressures, concern about disruption to established workflows and lack of incentives rewarding SDM. 8 Clinicians may be unaware of SDM, sceptical about its value, or lack the confidence and skills to incorporate SDM into their routine practice. Clinicians have also expressed concern that discussing all treatment options may lead to inappropriate patient demand; thus, the options offered may be limited by clinicians' own preferences. 12, 13 Patients may be anxious about engaging in SDM and reluctant to express their preferences for fear of being labelled as difficult or demanding, even when they are well informed. 14 A commonly cited clinician-perceived barrier is patient unwillingness to be involved in decision making. 9 However, a recent systematic review found that many patients currently feel that they cannot participate, rather than not wanting to. 15 Patients may undervalue their ability to understand the information given to them, deferring the decision to the clinician, who is "expert." 15 Patients may also fear being abandoned to make a decision alone and react by indicating that they do not want to participate in SDM, using phrases such as "please tell me what to do" or "what do you (as a clinician)
recommend?". 15 This creates dissonance in the consultation; the clinician wants the patient to engage with decision making, but the patient lacks the confidence to take on this responsibility.
Clinicians may perceive the patient's questions as unwillingness to engage with SDM and respond by shifting to a more paternalistic approach. Thus, the opportunity for SDM may be closed prematurely.
Studies of how clinicians talk to patients during consultations in which treatment decisions are being made have been undertaken in a number of settings. These include studies of SDM in primary care during discussions of antibiotic expectations, 16 management of cholesterol, 17 and in secondary care settings when interpreters are present. 18 In addition, a study by Robertson et al 19 has exemplified the complex conversational processes at work between doctors and their patients when sharing decisions in consultations. Their work identified that time constrained clinicians tend to use "partnership talk" to counter resistance and invite consensus. We aimed to build on this by examining the nature of the discourse specifically when patients (or their companions) ask clinicians for a treatment recommendation and examine the strategies used by clinicians to enable SDM to continue.
| ME THOD
We used theme-orientated discourse analysis to examine in detail these moments of dissonance between patients, or/and their companions, and clinicians in the consultation. Discourse analysis provides a framework for systematically analysing face-to-face talk. 20 It focuses on interaction, investigating meaning behind the language that people use, and is therefore well suited to studying the complexities of communication within the clinical encounter. 21 We searched all 50 consultations for instances when a treatment recommendation was sought. All data were transcribed, but talk preceding or following these requests were transcribed in more detail (see Figure 1 ). 
| RE SULTS
In consultations with eight of 25 patients, there were moments when either the patient or their partner attempted to defer treatment decisions to the clinician: six where the patient asked the clinician for a recommendation, and another two cases where the patient's partner asked. One patient indicated on five separate occasions during her two consultations a desire for the clinician to take decisional responsibility. 
| Structure of the consultations
All of the consultations followed a similar structure. In the diagnostic consultation, the clinicians explained that the biopsy result confirmed early-stage breast cancer. Clinicians then used the 3-choice model 24 introducing the notion that treatment choices were available and that their input to the decision was important. Following this, they explained the two treatment options, that survival outcomes are equal for these, and that the patient can choose which treatment they prefer based on what fits best with their own personal preferences. The patient was then given the opportunity to ask questions; this was generally the point in the consultation when the patient sought a treatment recommendation. Written information, in the form of a brief decision aid comparing the treatment options, was given to each patient to take home and inform their decision.
The second consultation was a home visit about a week later by a specialist nurse. The patient's decision process was discussed, any misconceptions clarified and questions answered. Most patients came to a treatment decision between these two appointments, and all reached a decision by the end of the second consultation.
We noted two main themes that emerged when patients or their partner sought treatment recommendation. These were as follows (a) tension in the consultation when treatment recommendations were sought, and (b) strategies used by clinicians in response to a treatment recommendation. Each of these will be explored in further detail below while attending to the discursive features of the interaction.
| Tension in the consultation when treatment recommendations were sought
Patients anticipated the clinician's reluctance to give a treatment recommendation, even before they asked for it. This may have been because the clinicians had already introduced the concept of patient choice and justified why the choice was being offered earlier in the consultation.
In feature 1 below we see patient B's hesitancy in phrasing her question indicated by the micropauses and incomplete utterances suggests that she suspects the clinician will not recommend a treatment option for her. She anticipates the clinician's answer to her own question "or is it up to me?" and her quick reply of "okay" indicates that she was expecting this answer. other of the parties. 27 Here, this is done by the patient laughing at herself "that was a silly thing to say then, wasn't it" and the clinician's reassurance that no damage has been caused "no no no it's fine." The patient seems to be apologizing for deviating from the clinician's plan for her to take decisional responsibility. The clinician then tries to re- 
| Strategies used by clinicians in response to patients' requests for a recommendation?
A number of different strategies were used by clinicians in response to patients' treatment recommendation requests.
We will explore these types of responses in further detail below, and recurrent features of the discourse around these.
| Restating the importance of individual preferences
One strategy was the justification of patient choice by acknowledg- There was also evidence of clinicians "normalizing" SDM when they were justifying patient choice:
"But we do realize that it's important that our patients get that choice."
The use of the collective pronoun "we" and "our" helps to authenticate this assertion, showing the patient that other clinicians also support this approach, and it is normal practice. This may make it more difficult for a patient to raise their concerns about participating in SDM, as it is implied that it is routine for patients to make their own choices.
| Clinicians' use of emotional language
Some clinicians discussed the decision in emotional terms, placing importance on how the patient feels about it, and the aim for them to feel in control and content with their decision.
In the exchange with patient C an H below, the clinician repeatedly and emphatically use emotional words such as "feel" and "content," demonstrating the value that they place on emotion-focused coping, 28 Surgeon: The important thing is that you are content with the decision that you make
| Emphasizing that treatment options have equal outcomes
When asked for their recommendation, some clinicians responded that either option would be appropriate. Some clinicians responded to the patient's recommendation request with phrases such as "I think any of those options are (.) very appropriate"; "I think this would be appropriate for both options=." This was justified with the equality in treatment survival outcomes. By validating all treatment options, the clinicians are perhaps reassuring patients that they cannot make a "wrong" decision in terms of survival outcomes. This is in contrast to the potential for a "wrong" decision in terms of personal outcomes such as quality of life, psychological and emotional impact of treatment.
| Language indicating decisional responsibility
In the exchange with patient H (above) the clinician's use of "we" and 
| Clinicians giving a recommendation
There was one occasion when the clinician gave a recommendation when asked (see patient E). 
| D ISCUSS I ON

| Summary of main findings
Of 25 patients in our data set, only eight patients or their partners sought a treatment recommendation. Our discourse analysis focused on these eight patients in order to study how patients made these requests and how clinicians handled them. Thus, most (17) patients did not ask the clinician for a recommendation at any point during their consultations.
Our analysis highlights the difficulty for both doctors and patients in achieving SDM, particularly when patients express reluctance or anxiety about participating in the decision-making process. We have identified a number of features within the procedural nature of the conversational interaction including repair work, micropauses, incomplete utterances, and laughter.
It appears to be within these conversational features when moments of dissonance occur. There was evidence of tension being experienced by both parties in the consultation when a treatment recommendation was sought and that for some patients there remained the feeling that "doctors know best." That said, clinicians employed strategies to enable SDM to continue. One strategy used by clinicians was to explain why the patient was being given a choice; namely the personal nature of the decision based on individual preferences, priorities and emotional reactions, as well as the equal survival outcomes of each option and thus no possibility of making a "wrong" decision. Clinicians also reassured the patient they would have sufficient time to make a decision. One clinician gave a treatment recommendation, while also emphasizing the importance of patient preferences. We were also surprised at the lack of "meta-communication" (talk about talk) used by the clinical team in response to patients' treatment requests. For example, the requests might have usefully triggered meta-communication for the clinicians to return to discussing the rationale for a decision process itself.
| Comparison with other literature
| SDM is complex and challenging
It is widely acknowledged that SDM is challenging to achieve in everyday clinical practice. 2, 30 The clinicians in our study were trained and committed to SDM; yet, they and their patients still encountered tension in their consultations. This is unsurprising given the complexities of sharing decisions, particularly in the emotionally charged context of cancer treatment when decisions have major consequences for patients and their families. Both patients and clinicians undertook remedial work during the consultations to repair these moments of tension. 27 That said, our study corroborates previous research findings 31 that, with the right communication attitudes, skills and tools, clinicians can enable SDM conversations to continue, even when patients seek a treatment recommendation.
| Should clinicians give a treatment recommendation if asked by patients?
This study raises an important question: Should clinicians give a recommendation if asked by patients? In our analysis, we sensed a reluctance among the clinicians to provide a treatment recommendation. There was only one instance where a clinician gave a recommendation when asked, and this was given hesitantly and quickly qualified with the importance of patient preference.
Being asked "what would you recommend doctor?" can understandably make clinicians feel uneasy, especially in the context of "trying to do SDM." Providing a recommendation risks threatening patient autonomy, while declining to answer may leave patients feeling abandoned. 32 Emmanuel and Emanuel's "interpretative model" of the physician-patient relationship advocates a compromise between these, where the clinician guides the patient in identifying their personal values and the medical interventions that go along with those values. 33 So when patients seek guidance, clinicians should ground their advice in not just a medical diagnosis, but also an understanding of the patient's values and priorities. 34 Such involvement should not be seen as an infringement on autonomy, but rather as a way of respecting it. Addressing this in SDM clinician training should empower clinicians to respond to patient recommendation requests effectively.
| Use of language indicating decisional responsibility
Although the analysed consultations did demonstrate SDM, this was not necessarily reflected in the clinician's use of terminology with patients. Their language indicated patient ownership over their decision, implying that ultimately the patients would make the decision themselves. This fits with the "informed choice" model of decision making: the clinician's role is to provide the patient with sufficient information for them to make an informed choice. 2 However, it has been suggested that patients need more than accurate information: they need to feel supported, accompanied and cared for. Inclusive language such as "we," "us" and "together" could make patients feel more supported in the decision-making process and should be incorporated into SDM training.
| Study strengths and limitations
This study analysed real-life consultations, allowing exploration of practical issues at the coal-face of clinical practice. Our conclusions should therefore be relevant to practicing clinicians striving to achieve SDM with their patients.
Our study was a theme-orientated discourse analysis of con- 
| Implications for practice
We recommend a number of strategies that could be emphasized and, where lacking, built into SDM training in order to help clinicians deal with situations in which patients seek a treatment recommendation:
Explain why the patient is being involved in decision making
Acknowledge that it can be difficult to make a decision
Give the patient time to make the decision where possible, and reassure of this
Make the patient feel supported in the decision-making process by using language which implies a team approach, such as "we can decide together"
Explore the patients' preferences and priorities, and help them identify which treatment options best fit those values
When patients seek guidance, clinicians can provide a treatment recommendation, as long as (a) the patient understands that their input in the process is valued, (b) the pros and cons of all options have been discussed in detail and understood by the patient, and (c) the patient's views, concerns and preferences have been sufficiently addressed.
| CON CLUS ION
We conclude that patients should be supported to remain involved in SDM even if they seek a treatment recommendation.
We suggest several strategies for clinicians when responding to such patient requests. Most importantly, clinicians can provide a treatment recommendation when patients seek guidance, as long as it is grounded in an understanding of the patient's values and preferences.
